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Pediatric care providers are often faced with the challenge of providing for patients who are nonverbal or
have trouble communicating. This difﬁculty in communication extends into the adolescent population
for some with chronic health conditions, such as cerebral palsy. Because they cannot communicate well,
early warning signs of life threatening processes are important to notice. If these are dismissed, it may
lead to suboptimal outcomes in this patient population. We present a case series of four adolescent males
with communicative difﬁculties and abdominal pathology. We characterize a relatively short latency
between recognized onset of symptoms and exploratory laparotomy, and suggest further investigation
into early warning signs of impending disaster in this patient population.
 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Children with communication difﬁculties can represent a diag-
nostic challenge. The inability of the patient to convey early signs of
pain or discomfort may lead to later presentation and diagnosis of
abdominal catastrophe. We present a case series of four medically
complex adolescent children with communicative difﬁculties
who presented with nonspeciﬁc ﬁndings that were found to be
abdominal pathology.1. Case reports
A sixteen-year-old male with a history of spastic cerebral palsy,
epilepsy, hydrocephalus, and volvulus with bowel resection was
brought to the ED following an episode of unresponsiveness. Prior
to presentation, caregivers reported ﬁve days of loose stools,
followed by two days of regular stools. Per caregivers, the patient
seemed to be in his normal state of health that morning with the
exception of nonspeciﬁc pain and a mildly distended abdomen that
was not present the prior evening. A KUB showed dilated loops of
bowels and air-ﬂuid levels; CT showed dilated bowel, mild pneu-
matosis, and no free air. The patient was transferred to the ICU for
monitoring.
The patient’s conditionworsened overnight and he was taken to
the OR in the morning. Exploratory laparotomy showed necroticess: 600 Highland Avenue,
374.
rs).
Inc. This is an open access article ubowel from the ligament of Treitz to the rectum. The ﬁndings were
deemed nonsurvivable, and care was withdrawn.
A ten-year-old male with a history of cerebral palsy, Lennox-
Gastaut syndrome, and laryngotracheal separation presented to the
ED with a one-day history of “discomfort” and tachycardia. On
initial evaluation in the ED, he was found to be unresponsive, bra-
dycardic and hypotensive requiring epinephrine to be started. A
KUB showed dilated bowel loops without free air; CT scan showed a
proximal small bowel obstruction, but no pneumatosis or free air.
He was taken to the OR, where an exploratory laparotomy
revealed ischemic bowel and volvulus. After reducing the volvulus,
the bowel appeared healthy, and a temporary closing was placed.
Over the course of the next two days, the patient went into multi-
organ system failure (DIC, shock liver, pancreatitis, and renal
failure). He was taken to the OR on hospital day #3, where the
bowel was found to still be viable. His temporary closure was
replaced, and hewas taken back to the ICU. However, given his poor
prognosis, the decision was made to withdraw care.
A twenty-year-oldmalewith a history of cerebral palsy, seizures,
and laryngotracheal separation presented with a one-day history of
abdominal distention and ﬁrmness. In the ED, he was found to be
hypotensive and tachycardic, and taken to the OR while resuscita-
tion was underway.
An exploratory laparotomy revealed necrosis from the ligament
of Treitz to the terminal ileum. The insult was deemed to be non-
survivable and the decision was made to withdraw care.
A ten-year-old male with a history of septo-optic dysplasia,
shunted hydrocephalus, and Asperger’s syndrome presented with ander the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Table 1
Lab values immediately prior to exploratory laparotomy.
Patient WBC (K/mL) pH pCO2 (mm Hg) PO2 (mm Hg) Base deﬁcit (mmol/L) Lactate (mmol/L)
1 37.8 7.17 38 87 13.5 3.9
2 22.7 6.82 78 47 25.1 15
3 28.3 7.19 27 177 17.5 8.2
4 25.8 7.13 27 93 24.2 11
A.P. Rogers et al. / J Ped Surg Case Reports 8 (2016) 1e22one day history of constipation, mild abdominal pain, and increased
water intake. Immediately prior to presentation in the ED, the
patient was found to be pallid, cyanotic, and confused. He was
electively intubated and subsequently admitted. At the time of
admission, a KUB showed dilation of the colon and right sided stool
burden, with no free air. His abdominal exam at the time was dis-
tended, but soft and nontender.
He initially responded appropriately to ﬂuid bolus, but then
became hypotensive, resulting in the initiation of vasopressors. His
continued hypotension on hospital day #2 led to an abdominal CT,
which demonstrated a sigmoid volvulus.
An exploratory laparotomy was performed, with subsequent
lysis of adhesions and reduction of internal hernia. A temporary
closure was placed, and once the patient was able to be weaned off
of vasopressors, he was returned to the OR, where the distal two-
thirds of the small bowel (including the ileocecal valve) and the
sigmoid colon were resected, and a colostomy was created.
2. Discussion
The patients in this case series are medically complex adoles-
cents with communication difﬁculties. These barriers to commu-
nication make it challenging even for their caregivers to identify
early warning signs of impending abdominal catastrophe. More-
over, their complex medical histories lend patients such as these to
multiple abdominal surgeries and a higher risk of complications
from these interventions. There is little in the literature regarding
management of this challenging patient population. Several case
reports of cecal volvulus in the mentally handicapped have been
reported [1e5], and agree that the communicative challenges
associated with this population are signiﬁcant. Previous studies
have also noted a higher mortality rate from intestinal obstruction
in the mentally handicapped [6,7], with some suggesting a corre-
lation between mortality and male gender, chronic constipation,
and younger age [6].
We note that in all four cases, there was little lead time prior to
presentation. Care providers report that recognized signs of
abdominal pathology were seen for less than 24 h, and this short
latency reﬂects ﬁndings from earlier case reports [6e8]. The short
course from discernable symptoms to exploratory laparotomy
suggests that there may be earlier subtle warning signs that are
missed because the patients were unable to effectively communi-
cate their symptoms. As noted in previous case series, therewere no
speciﬁc, consistent ﬁndings on physical examination that would
serve as an indication for operative intervention [6e8].
It is difﬁcult to distinguish between the three patients who died
and the one who lived on the basis of supplemental information.
The lab ﬁndings of the patient who survived (#4) are not easily
distinguished from those with non-survivable ﬁndings. No imaging
suggested free air or distinguished one patient from another.
Moreover, one of the three who died (#2) was found to havecompletely viable bowel at the time of exploration, and ultimately
passed from a non-gastrointestinal cause (Table 1).
Given our experience, our institution has implemented changes
to attempt to avoid outcomes similar to those seen in many case
studies and series. We encourage our primary care providers to
have a low threshold for evaluation of abdominal symptoms, and
have moved to early imaging in this patient population. An
abdominal radiograph followed by CT scan of the abdomen and
pelvis is obtained in pediatric patients with complex medical his-
tories and communication difﬁculties when they present in the
emergency department. If the radiograph shows ﬁndings that
indicate the need for emergent laparotomy (i.e. e free air), we take
the patient directly to the OR. In the absence of radiographic ﬁnd-
ings, we proceed with a CT scanwith IV contrast. We opt for CT over
MRI for two reasons: 1) the CT scan is faster; and 2) in this patient
population, a general anesthetic is almost always required to obtain
a reliable MRI. Given the results of the CT scan, a decision is then
made whether to proceed to the OR versus admission for further
evaluation and monitoring.
3. Conclusion
The adolescent patient with communicative difﬁculties poses a
challenge to clinicians and caregivers. As they cannot communicate
their symptoms, it is important for clinicians to have a high index of
suspicion for possible abdominal catastrophe in this patient pop-
ulation. Previously published cases and series report no different
outcomes than those seen here, and it has been decades since many
of those reports were published. It is our hope that the poor out-
comes presented here may be avoided in the future with discussion
and additional efforts to identify earlier warning signs in this
patient group. We invite other clinicians to share their experience
in these situations in order to improve outcomes in this challenging
population.
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